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Deep Necrotic Foci in the Gingiva* 


By Harotp G. Ray, D.p.s. and BALINT ORBAN, M.Dv., D.D.s., Chicago, Illinois 








INTRODUCTION 
HE routine examination of gingival biopsies has furnished valuable infor- 
 nacon on the histology and histopathology of the gingiva. Repeated 
gingival biopsies also made it possible to check the progress of healing 
after different therapeutic measures (1). In the present communication, a 
finding will be presented that may be highly significant for the understanding 
of gingival disease and its therapy. This finding is the frequent occurrence of 
deep necrotic foci in gingivitis. Though superficial necrosis (2) and ulceration 
of the gingiva (3, 4, 5) are well known and well described processes, the 
presence of deep necrotic foci has not received proper attention. Necrotic tissue 
in the periodontium has been recently described by Box (6) but, as far as 
could be ascertained, the deep necrotic foci in the gingiva, presented in this 
paper, are not identical to the phenomenon described by Box. 
MATERIAL 
This investigation is based on the examination of 110 gingival biopsies, 
taken from clinically healthy patients and from patients with known systemic 
disturbances or diseases all of whom presented some degree of gingivitis. The 
following table summarizes the material. 
































TABLE I 
State of general health = | Number of cases 
Clinically healthy | eae 
Pregnancy | 7 30 e 
Diabetes mellitus : ‘ | 30 
Various diseases aaa | 40 
~~ wipes | 110 





The excised tissue was usually an interdental papilla. The tissue was fixed in 
Zenker-formalin solution and embedded in paraffin; the sections were stained 
with hematoxylin-eosin and many with special stains; e.g. Mallory’s Azan, 
Gomori’s silver impregnation, and others. 

FINDINGS 
The frequency of necrotic areas was surprising. They occurred in patients 


*Department of Histology, College of Dentistry, University of Illinois, Chicago, Illinois. 
This work was made possible by a grant from the United States Public Health Service. 
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of good clinical health as well as under all systemic conditions that were exam- 
ined. The following table contains the pertinent data. 
































TABLE 2 

| ~ Number of cases 

State of general health Number of Cases | with necrotic foci 
_ Clinically healthy a / 4) ae _ a ae 9 
Pregnancy | 30 23 
‘Diabetes mellitus 8 8 | jo #£| 19 
‘Various diseases | _ ; 24 
ae Total - ia 110 _— 75 





Altogether 69 per cent of the biopsies showed foci of necrosis in the deep 
gingival tissue and inultiple foci were found in most cases. 

‘The histologic details of the necrotic areas are fairly uniform. They are 
always associated with gingivitis, corresponding to superficial areas of ulcera- 
tion or inflammation (Figs. 1 and 2). The necrotic tissue is always surrounded 
by inflammatory infiltration of plasma cells and lymphocytes representing a 
chronic inflammatory condition. 

The necrotic foci are characterized by degeneration and necrosis of plasma 
cells and fibroblasts, and degeneration and disintegration of the bundles of 
collagenous fibers. The plasma cells can be found in all stages of degeneration 
(Figs. 3 and 4). Pyknosis of their nuclei, karyorrhexis, or karyolysis are fre- 
quently accompanied by intercellular and intracellular edema. The final result 
of the necrosis of the plasma cells is the appearance of granular masses (Figs. 
3 and 4). The granules of varying size stain poorly or polychromatically with 
hematoxylin-eosin. They do not resemble the hyalin globules known as Rus- 


sell’s bodies. 


‘ The degeneration of the fibrous tissue is characterized by two facts. The 
fibroblasts show all signs of progressive degeneration ending in necrosis and dis- 
solution, while the fibers lose their sharp outline (Fig. 5) and their ability to 
stain with eosin. Finally, the granular debris of fibroblasts and fibers is indis- 
tinguishably mixed with that of plasma cells (Fig. 6). 


DISCUSSION 


Necrosis is the term applied primarily to the local death of cells, most often 
the final and irreversible outcome of cellular degeneration. In a wider sense, one 
speaks also of necrosis of a tissue if its cells disintegrate and the intercellular 
substance undergoes some degenerative changes. 


Necrosis can be caused by a multitude of injuries of physical or chemical 
nature. Bacterial invasion or infiltration by bacterial toxins is an especially 
frequent cause of degeneration and necrosis. In addition, all dying cells liberate 
toxic substances, one of which, necrosin, an euglobulin fraction of the inflam- 
matory exudate, may in turn cause a spread of degeneration and necrosis at 
some distance from the primary focus (7). 


In the material presented in this paper, the deep necrotic foci in the connec- 
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Pocket surface with severe 


Higher magnification of area “‘d” of Fig. 1. 


Deer NEcrotic Foci IN THE GINGIVA 
Uleer in pocket epithelium; c. 
d. deep necrotic foci. 


Photomicrograph of gingival biopsy of chronic gingivitis, stained with hematoxylin-eosin. 
i. b. : 


Photomicrograph of foci of necrosis (a). 
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Fig. 3. Photomicrograph of necrotic tissue in high magnification from Fig. 2. 
tissue globules (polychromatic). b. Plasma cell. 

Fig. 4. Photomicrograph of necrotic focus in high magnification (1800X). 
cells; b. Necrotic globules. 
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tive tissue of the gingiva were, in all probability, caused by the diffusion of 
toxic substances from the gingival pocket and superficial ulcerative lesions of 
the pocket epithelium. These toxic substances may be of bacterial origin and/or 
may be liberated from the cells degenerating and necrotizing at the surface. 
This explanation is supported by the generalized occurrence of deep necrotic 
foci regardless of the presence or absence of systemic disease. The latter seems 
therefore, to play a secondary and, in some instances, as in pregnancy, a con- 
ditioning or predisposing factor. The primary cause, however, would seem to 
be the local injurious effect of the infection in the gingival pocket and the 
resulting gingival inflammation. In this conclusion, we agree with the views 
expressed by Box (6). The morphology of the lesions described by Box, how- 
ever, is not identical to the microscopic appearance of the necrotic foci presented 
in this paper. Box speaks of a “homogeneous coagulum which stains pink with 
eosin-hematoxylin”. The necrotic globules in the gingiva are polychromatic. 
Box describes “long tracts of homogeneous coagulum like material” extending 
into the periodontal membrane and to the periosteal side of the alveolar bone. 
In our biopsy material, the necrotic tissue formed foci, not tracts, and was 
surrounded by plasma cells. Box believes that the necrotic material in his 
specimens is found within lymph vessels; however, in the gingiva, we could 
find no connection between the necrotic foci and lymph channels.* 


The finding of deep necrotic foci in gingivitis seems to be of great significance. 
As long as these foci were unknown, gingivitis could be considered as a local 
disease. It could be assumed that toxic substances produced in the pocket are 
eliminated into the oral cavity and thus could rarely be responsible for a 
systemic reaction. But the presence, the frequency, and the multiple occurrence 
of deep necrotic foci in the gingiva are an unquestionable evidence of 
the penetration of toxins into the deeper tissue and thus also for the possibility 
of their absorption into the blood stream. Such toxins, by causing secondary 
deep foci of necrosis, might also cause an increase in the production of necrosin 
and other noxious substances that will enter the circulation. 


The findings of deep necrotic foci in gingivitis, therefore, reveals the poten- 
tial dangers of this insidious and highly chronic disease. Menkin (7) has shown 
that intravenous injections of necrosin might lead to focal degeneration in 
many organs, such as liver, kidney, heart, and others. 


The frequent clinical observation of an improvement in the patient’s general 
health after successful treatment of a periodontal disease is good circumstantial 
evidence of the importance of eliminating deep foci of necrosis. 


In the light of these findings, therapeutic measures have to be re-evaluated. 
Only such periodontal therapy that leads to a disappearance of the deep focal 
necroses can be considered as successful and satisfactory. 

CONCLUSIONS 


1. Foci of necrosis were found in the deep layers of the connective tissue of 


the gingiva. 


*The fact cannot be ruled out that some of the tissue changes illustrated in Box’s paper occurred post 
mortem. 
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Fig. 5. Photomicrograph showing focus of necrosis of connective tissue (from a case of gingi- 
vitis in pregnancy). a. Plasma cells; b. Globules of necrotic tissue from collagenous fibrous tissue; 
ec. Collagenous bundles. Stained with hematoxylin-eosin. (1200X). 

Fig. 6. Photomicrograph of necrotic tissue material between disintegrating plasma cells, fidro- 
blasts and collagenous tissue, stained with hematoxylin-eosin. (1000X). 
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2. These foci are often multiple and are found in areas of chronic 
inflammation. 

3- The necrotic foci consist of degenerating and necrotic plasma cells, fibro- 
blasts, and disintegrating collagenous fibers. Finally, there results a polychro- 
matic granular mass surrounded by plasma cell infiltration. 

4. Deep focal gingival necrosis is not dependent on systemic disease or dis- 
turbances. Its cause is local. In all probability, it is a result of the diffusion of 
bacterial and/or cellular toxins from the gingival pocket and areas of ulceration. 

5. The frequency and the multiple occurrence of such necrotic foci in a 
chronic disease stamps even a simple gingivitis as a disease having the poten- 
tiality of leading to systemic disturbances. 


6. Therapy in periodontal disease can only then be regarded as satisfactory 
if it eliminates the necrotic foci and prevents their recurrence. 


H.G.R.—30 N. Michigan Avenue, Chicago, Ill. 
B.O.—629 N. Nevada Avenue, Colorado Springs, Colo. 
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Clinical Periodontia* 


By M. H. Garvin, p.v.s., Winnipeg, Manitoba, Canada 


IN order to appreciate or understand my 
approach to this subject it is necessary to 
know the fundamental background against 
which all my procedures take form. 

For many years I have been involved in 
group practice, one of my present partners 
having been in the group for thirty-five 
years and the other for thirty years. Dur- 
ing the years we have had a number of men 
come and go. We have had five operators 
on more than one occasion but never less 
than three for many years. We have an 
assistant for each operator and two secre- 
taries for the group. I am sorry to say that 
hygienists have not yet become available in 
Canada. They will be shortly. 

In our group it became apparent that 
some one would have to specialize in perio- 
dortia for the reason that the finest restor- 
ative work will collapse unless the perio- 
dontal tissues are kept in a condition of 
health. The periodontist is the logical mem- 
ber of a group to diagnose a difficult case 
and to submit the prohlem to the patient, 
for he is the one who must ultimately de- 
cide whether or not certain proposed bridge 
abutments will carry the load, whether or 
not the pathosis can be cleared up satisfac- 
torily, whether or not the mouth can be 
kept in a condition of health with reason- 
able home care, granting that extensive 
restorative work is to be undertaken. 

My own work involves largely diagnosis, 
prophylaxis, and periodontal treatment. At 
times I insert some plastic fillings and ex- 
tract some teeth but, as a rule, appointments 
are not made with me for this purpose. 
For instance, if there is a small buccal 
cavity in the lower second molar, a loose 
first molar which must be extracted, and 
surgical periodontal treatment of the re- 
maining teeth required in that region, I do 
not hesitate to do all of this at the one 
sitting under the one anaesthetic, which is 
in the patient’s interest. For a periodontist 
to be in the position where he must send a 
patient back to the dentist who referred 
him to have the filling inserted and to an 
exodontist to have the tooth extracted does 


not seem to me to be just to the patient 
or economically sound from  anyone’s 
standpoint. 

In a group one has the advantage of con- 
sultation which is most valuable. Scarcely 
a day goes by when I do not seek an opinion, 
often several times a day from one or both 
of my partners, upon, for example, the type 
of bridge indicated, or whether a bridge or 
partial denture is preferable, the fee for the 
removal of an impacted tooth, and other 
similar items. One thing we insist on in 
every case is a complete diagnosis. Once a 
week we meet for an hour to talk over 
difficult problems and office management. 
A group offers the further advantage of 
making it easy to get away on holidays or 
if one is suddenly taken ill, one’s practice 
is well looked after by the other members 
of the group who have all the records and 
understand the same. In case of an assistant 
being ill, the remaining girls can help out 
so that the operators are not left in a dilem- 
ma. There is also economy in equipment 
such as x-ray and in the purchase of sup- 
plies. We keep our overhead around thirty- 
three per cent of gross. There should be an 
esprit de corps in such a group which gives 
zest to the practice of dentistry. 

A periodontist in a group practice cannot 
expect referred patients from dentists outside 
the group, although I have received a sur- 
prising number of them. We are very careful 
not to accept such referred patients for 
any other type of work, even though they 
return several years later requesting such 
service. On the other hand, I have always 
been as busy as I could possibly wish to be 
and often much busier, and I have had the 
opportunity of having the restorative work 
done in the mouths of my periodontal pa- 
tients as I wish it to be done. I trust the 
day will never come when a periodontist 
who wishes to specialize in this field will 
have to agree to give up every other type 
of work. That is not in the best interest 
of our patients and that should come first. 

A successful group practice demands a 
large number of patients, a cosmopolitan 


*Presented at the Eighth Postgraduate Seminar of the American Academy of Periodontology, University 


of Minnesota, Minneapolis, Minnesota. 


April 14, 1948. 
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group, if you like, and the periodontist must 
adjust himself to this picture. If a man 
feels that he should receive one thousand 
or several thousand dollars for reconstruct- 
ing a mouth, he had better forget the group 
idea. I know of one periodontist in one of 
your great cities who states that he receives 
$1,000.00 for treating a periodontal condi- 
tion for a patient. If I had tried this plan 
in Winnipeg I would have starved many 
years ago and would not be here now to tell 
you about group practice. If you are to 
understand at all my approach to this prob- 
lem you must know that I am chiefly inter- 
ested in the average man. You hear many 
statements, in these days of inflation, of the 
percentage of men who receive, say, 
$3,000.00 a year or less, with which to 
house, feed, clothe, educate, and amuse a 
family. In an authoritative statement 
made just a few months ago of Canada’s 
income tax payers, 69 per cent had incomes 
below $2,000.00 a year. Only 542,825 re- 
ceived $2,000.00 to $3,000.00 and only 
17,974 were in a bracket above $10,000.00. 
What is the solution for giving the twelve 
million people of Canada adequate dental 
health? e 

What are we going to do about these 
millions of people, fine people, grand people, 
ordinary men and women with their fami- 
lies who need dental care and need it badly? 
Are we going to start off by asking a fee for 
the treatment of a periodontal condition of 
the father or mother of a thousand dollars 
when much restorative work is also re- 
quired? Is the specialist in periodontia, on 
account of his high fees, going to drive 
people into the hands of the charlatan who 
tells the patient that pyorrhea cannot be 
cured, that even in the case of incipient 
periodontal disease it is better to have the 
teeth extracted so that better ridges will be 
obtained for dentures as compared with the 
condition when the ridges will be reduced 
to zero owing to the ravages of pyorrhea? 
Again, is the specialist going to adopt cer- 
tain techniques in treatment which, of ne- 
cessity, require a great deal of time and 
which will prove a burden to his patient 
even though his fee per hour may be very 
moderate? So I subscribe to any method of 
treatment which will produce a_ healthy 
mouth in the shortest possible time and 
therefore at the lowest cost to the patient 
and at the same time give the dentists ade- 
quate compensation. 


When the patient who is suffering pain 
presents himself, of course the obvious first 
step is to give relief, but when a patient 
comes for the purpose of having a general 
mouth check-up or even to have a filling 
inserted or a partial denture made, we first 
of all give prophylaxis and decide which 
teeth have to be x-rayed. If there is con- 
siderable gingivitis and the patient com- 
plains of so-called “bleeding gums,” we 
follow our prophylaxis by walling off the 
teeth with cotton rolls and apply 10 per 
cent chromic acid followed by pure oxygen 
gas under pressure. With regard to oxygen 
gas, I use it in treatment whenever there is 
any inflammation in the gums. (I have given 
within 200 of 10,000 such treatments.) 
The assistant should then take the x-ray 
pictures and a further appointment is made 
to complete the diagnosis. The length of 
this second appointment is dependent on 
the nature of the case. It may be 20 min- 
utes, 40 minutes or an hour, but not often 
longer than 40 minutes. In the meantime, 
a credit rating can be obtained if thought 
desirable. At this second appointment a 
complete survey of the mouth is made. We 
nearly always give the patient an estimate, 
regardless of his financial status, if there is 
a considerable amount of work to be done. 
When the diagnosis is complete, and the 
estimate agreed to, terms of payment are 
arranged when necessary. Some find it ad- 
visable to always arrange terms of payment, 
but we do not do so in a majority of our 
cases and over a period of years we have 
lost less than 1 per cent of our accounts. 
We would rather lose 1 per cent than sub- 
ject many of our patients to this strain on 
pleasant patient relationship. However this 
would no doubt depend upon the type of 
cne’s practice. 


Now as to a plan for treatment proced- 
ure. With the exception of anterior teeth, 
we like first of all to have extracted all 
teeth marked for removal. The second step 
would be to correct occlusion and in our 
practice this does not average very much 
time. If the anterior teeth are under severe 
strain, we try to correct this by grinding. 
If it is impossible to relieve the condition 
in this way, it is sometimes necessary, 
though not very often, to open the bite 
by means of inlays and other means on the 
posterior teeth. In these cases we like to 
bring the cuspids into occlusion if at all 
possible. Removable splints have not proved 
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very satisfactory in our practice, although 
this is a comparatively simple method of 
opening the bite. If the cusps on che molar 
and bicuspids are very long, and particu- 
larly if the crowns of the teeth are long, 
we reduce these cusps to prevent severe 
lateral strain but this is not time consum- 
ing. We emphasize the importance of doing 
no grinding which will tend to close the 
bite in centric, in a close bite case. In the 
average case we do very little grinding. 
In this connection I was interested in an 
article appearing in the October 1947, issue 
of the Journal of Dental Medicine in which 
it refers to a survey made of 32 dental 
schools and that, in the opinion of the 
leaders in this field, traumatic occlusion 
ranked first by a wide margin as the cause 
of periodontal disease. This may be true 
but I doubt it very much. In any case, I 
have not found it necessary to spend very 
much time on occlusion except in the case 
of gross irregularities in order to obtain a 
healthy mouth and in order to keep it 
healthy. Following this correction of any 
trauma, I like to have all the larger fillings, 
at least, inserted before commencing the 
periodontal treatment proper. I prefer to 
postpone bridgework and the insertion of 
any removable prosthesis until after the 
periodontal treatment is complete. As to 
the treatment I am a confirmed radical. 
Many years ago I studied with great zeal 
the conservative technique for eliminating 
periodontal pockets and obtained very fair 
results but the procedure was most time 
consuming. In my hands I obtain a much 
quicker result, a better result, and a more 
lasting result by gingivectomy than I ever 
was able to accomplish by the conservative 
method. After the most painstaking con- 
servative curettement and apparent success, 
I would find a recurrence of trouble later in 
a much larger percentage of cases than 
when the pockets were removed surgically. 


I discussed this question in a paper pre- 
sented before the Southern Academy of 
Periodontology in Atlanta, Georgia, in 
1929, nearly 20 years ago, which paper was 
later published. The following is a quota- 
tion from this paper:—“A condition that 
impresses one in favour of the radical op- 
eration rather than the conservative opera- 
tion, where time and expense are factors, 
is the fact that there is much less chance 
of recurrence of the trouble following the 
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surgical procedure than wher. the conserva- 
tive method is followed. In the essayist’s 
practice this has been borne out in a very 
great many cases.” I discussed this further 
in a paper read before the Section on 
Periodontia at the 79th Annual Session of 
the American Dental Association held in 
Atlantic City, in July 1937, and published 
in the Journal of the American Dental 
Association in January, 1938, and I here 
stated:— “There is a method of removing 
these pockets which, in my opinion, has a 
definite advantage over any of the other 
methods and that is gingivectomy. I do 
not find as a result of this operation that 
the roots of these teeth become unduly 
sensitive. The operation can be performed 
with little or no pain either during the 
operation or afterwards. The time spent 
in operating is very much less than in the 
case of conservative treatment, and the 
tendency for recurrence is also very much 
less.” 


My ideas have not changed over the 
years as to the efficacy of gingivectomy for 
clearing up, promptly, periodontal lesions. 
I strongly recommend this procedure. 


Even in cases of gingivitis, it is often 
excellent practice to remove the inflamed 
gingival papillae, that is in stubborn cases 
which do not respond to one or two treat- 
ments in the nature of a thorough prophy- 
laxis, followed by chromic acid and oxygen. 
Fish, of England, recommends this proced- 
ure in order to gain greater access for the 
use of some form of interdental stimulator 
which is so necessary in order to obtain 
anything approaching permanent results. I 
agree with Fish in his conclusions. 


In removing this tissue I like a short 
bladed knife to avoid any danger of cutting 
the lip. I like to use a straight knife 
rather than any form of angular blade in 
every case or position possible. In fact, an 
angular blade is not used very much. The 
tissue is removed and the wound covered 
with a periodontal pack. This material is 
not mixed stiff but rather soft, otherwise 
healing is interfered with. The paste is 
applied with a spatula to the surface upon 
which we have operated and is molded 
into place around and between the teeth 
by pressing the cheek or lips over the 
material. The pack is left in position for 


several days or a week, if it does not come 
off in the meantime, and depending on the 
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severity of the case. It is then removed 
and the root surfaces polished. I have never 
used any electrical form of knife as they 
have never appealed to me. I cannot see 
how one can control the exact field of 
operation with electro-surgical technique 
as well as one can with a sharp knife and I 
feel also that the tissues heal quicker and 
in a more satisfactory manner. In gingi- 
vectomy one should not remove any more 
tissue than is absolutely necessary in order 
to eliminate the pockets. 

Following surgery, the patient is in- 
structed as to brushing technique and the 
use of an interdental stimulator, the type 
depending on the amount of space between 
the teeth. We place much more importance 
upon this form of stimulation than we do 
on brushing and we insist on these stimula- 
tors being used twice a day. 

If the teeth are sensitive following treat- 
ment, which is not often, we use a saturated 
solution of silver nitrate followed by iodine 
on the posterior teeth. On the anterior 
teeth we use, generally, zinc chloride or 
formalin. We have not tried Gottlieb’s 40% 
zinc chloride followed by 20% potassium 
ferro-cyanide. We have used naccanol to 
reduce the surface tension as Gottlieb sug- 
gests, followed by silver nitrate and think 
it has some merit. On this kind of treat- 
ment we do not spend many minutes and 
we expect to get results. A prominent 
dentist in the Eastern States told me that 
he does not hesitate to spend two or three 
hours on this treatment of sensitive root 
surfaces if he thinks it necessary and he 
always quotes an original fee large enough 
to take care of such items. That would be 
foreign to my viewpoint, as expressed in 
the opening of this paper. The same man, 
when asked how the ordinary individual 
could obtain dental service, not being in 
a position to pay such high fees, stated that 
the only place he knew of would be the 
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college clinic. Since we have no college 
clinic in Winnipeg, I suppose such people 
could not receive dental treatment there 
at all. 

We now come to the question of follow- 
up treatments. We like to see our pa- 
tients every three, four or six months, de- 
pending on the severity of the case. I 
discussed this phase of the problem in a 
paper entitled “A Practical Analysis of 
Regular Dental Prophylaxis” which ap- 
peared in the January 1933, issue of the 
Journal of the American Dental Associa- 
tion. These were some of the conclusions 
arrived at:— “Our recall list contains the 
names of 1,032 patients in ages ranging 
from five to eighty-one years. This is an 
analysis of the record of 765 of these 
patients who have been on the list for more 
than two years and represent 4,452 dental 
years of service. Ninety-five per cent of 
all the patients paid a total dental fee of 
slightly above or slightly below one dollar 
a month over the period of years they were 
on the list.” At the present time our list is 
smaller, containing about 600 names. This 
is because I have had to reduce my hours 
of practice considerably in order to edit 
the Journal of the Canadian Dental Asso- 
ciation, Also, the excessive pressure of war- 
time dental service made it physically im- 
possible to attempt to keep this list built 
up as it should have been. I am firmly con- 
vinced, however, that nothing supercedes 
in importance a recall list as a practice 
builder and stabilizer through times of de- 
pression, to say nothing of the great ad- 
vantage to the patient. 

In a sentence, I would like to sum up 
my findings by quoting the following,— 
“A successful dentist is one who uses his 
skill to do the greatest good for the great- 
est number commensurate with realizing a 
satisfactory living for himself and his de- 
pendents.” 











Nutrition and Dental Health 


EXPERIENCE IN APPRAISING NUTRITIONAL STATUS IN THE 
U. S. PUBLIC HEALTH SERVICE 


By M. A. SaNpstEAD and E. S$. OspornE, Am. J. Pub. Health, 38:361, Mar. 1948 


Condensed by DorotHea F, Rapuscn, D.D.s. 


or a number of years various official and voluntary agencies have been 
K working toward improving the nutritional status of the population. The 

U.S. Public Health Service has conducted field studies in the prevalence 
of nutritional deficiency disease to develop methods for assessing human 
nutrition. 

Mobile units have been located in four geographic areas, New England, 
North Central, Mid-Atlantic, and Southeast. Studies were conducted in Florida, 
Georgia, Maryland, Michigan, and Vermont. 

The staff consists of a Medical officer, a public health nurse, a nutritionist, a 
biochemist, a laboratory technician, and a clerk. 

The nutritionist evaluates the diet record for a 24-hour period. Capiilary 
blood from a finger tip puncture is used for the following determinations: 
hemoglobin, hematocrit, plasma protein, serum vitamin A, serum carotene, 
and serum ascorbic acid. On individuals under 16 years of age, blood serum 
phosphatase is done, and on individuals 40 years or more a blood glucose deter- 
mination is made. Medical inspection is directed toward body areas in which 
signs suggestive of nutritional deficiency are most likely to appear. Nutrition 
is a part of general medicine, and in assessing the nutritional status of an indi- 
vidual, influencing factors such as infection, physiological stresses, and disease 
must be taken into consideration. 

Diagnoses on the basis of a single physical sign is hazardous; many of the 
so-called signs are based on too little evidence. The classification of signs and 
symptoms of vitamin deficiencies listed by the Council on Food and Nutrition 
of the American Medical Association is followed. Among these are the follow- 
ing; vitamin A deficiencies (folliculosis of the palpebral conjunctiva, thickening 
of the bulbar conjunctiva and spots, xerosis and follicular hyperkeratoses) ; 
vitamin B-complex deficiencies (outer canthi lesions, nasolabial seborrhea, 
follicular plugs, stomatitis, and glossitis); vitamin C deficiencies (gingivitis, 
perifollicular petechiae, and purpura). Abnormal response to tests for knee 
jerks, ankle jerks, and vibratory sense, and calf tenderness may be indicative of 
neurological changes due to deficiency of B-complex. 

Slightly more than 1,800 white school children have been examined in Mary- 
land and Michigan. Considerable variation was found between schools in the 
same area as well as in different regions. In May 1946, consistently higher preva- 
lence of certain physical findings was obtained in Michigan. Forty-seven per 
cent of the children in first grades in the Michigan schools and 46 per cent of 
the high school students had conjunctival folliculosis. Only 2 per cent of the 
children in the Maryland schools suffered from this condition. Xerosis and 
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follicular hyperkeratosis of the skin were present in 3.9 per cent of the children 
in the eight grades in Michigan, while in Maryland the prevalence was 5 per 
cent. Gingivitis was 11 per cent in one Maryland school, but 2-6 per cent in 
the rest of the school groups. 

A difference in magnitude of findings between school and family groups is 
due to the fact that certain physical conditions change with age. Prevalence of 
gingivitis increased with age. For adult white males the figure was 59 per cent, 
for females, 38 per cent, for children, 6 per cent, against the averages of all 
ages in family groups of 27 per cent. Comparative figures for Negroes were 
62 per cent for males, 46 per cent for females, and 25 per cent for family 
groups. 

The prevalence of enlarged thyroid in family and school groups was higher 
for females of all ages than for males. In most instances prevalence was greater 
in adults than among children. The highest percentages were found in Michi- 
gan. Among high school students in Holland, Michigan, 52 per cent of 182 
girls and 32 per cent of 147 boys showed this condition. 


Signs of rickets were more prevalent among males than females in those 
groups in which the condition was of frequent occurrence. Among white boys 
under 13 years of age in Georgia, 41 per cent showed rickets. In Michigan 
61 per cent of boys over 13 years showed signs of rickets. 

From data now accumulated it is concluded that physical signs attributable 
to vitamin A deficiency are very prevalent. If these are reliable signs, then 
vitamin A deficiency is a major problem, at least in the areas where studies 
were made. 


Next in order of prevalence is gingivitis. We still lack controlled studies 
demonstrating what percentage is related to vitamin C deficiency and what 
percentage is caused by other factors. 

Although there are other causes of glossitis, it is our impression that this is a 
fairly reliable sign of B-complex deficiency; then this too constitutes a major 
public health problem. 

Two conditions for which we have for some time had the knowledge for 
prevention and control are endemic goiter and rickets. Both of these conditions 
are found with considerable prevalance. 

We do not have the emergency of actual starvation but study of accumula- 
tive data indicates the need for comprehensive nutrition programs at state and 
local levels. 





In Memoriam 
LEO F. MARRE 


February 12, 1948 
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Practical Periodontia 


LL MEMBERS of the American Dental Association are invited to attend 

Nite next annual meeting of the American Academy of Periodontology 

which is to be held in Chicago, September 9, 10, 11, 1948. The program 

is to be found on pages 112-113. It will be noted that it is made up largely of 

practical phases of periodontia. Many ideas will be presented which the dentist 
can apply in his daily practice. 

It has always been one of the main objectives of this Academy to extend 
the knowledge of periodontology as witnessed by its annual sessions being kept 
open to all members of organized dentistry, by the generosity of its members 
in providing clinics and papers for dental meetings and their activities in the 
periodontia section of the A.D.A.; also by financing and publishing the JouRNAL 
OF PERIODONTOLOGY by arranging annually an advanced scientific lecture course 
for its members at some university and in this way introducing periodontology to 
teachers and researchers in related sciences, and by continuously urging im- 
provement in the teaching of periodontia in the dental schools. 


President Johnson and his Program Committee, headed by President-elect 
Ball, and the Clinic Committee with Jules LeGrand as Chairman, were entirely 
consistent then when they planned this year’s program stressing the practical 
side of periodontia. Dr. Ball says that one will get something out of this meet- 
ing to take home and use. 


The officers expect that this will be the largest Academy meeting ever held. 
The Chairman of Local Arrangements, Harold Ray, is a master in that 
capacity and with the usual Academy spirit prevailing, we are all headed for a 
rare treat in the line of dental meetings. We hope to see you there. 


Our National Dental Meetings 


that the idea of holding the annual meetings of the specialty groups inde- 

pendent of that of the American Dental Association is a sound one. Many 
who arrive the week preceding the large A.D.A. meeting to attend other smaller 
ones in which they are actively interested, can easily recall instances when they 
were asked to vacate rooms and to move to other hotels, or forced to leave 
the city when no desirable rooms were procurable. The fact that there seems 
to be no way to avoid such incidents in all cases does not lessen either the 
inconvenience or the disappointment. Now that the war is over, individuals 
are beginning to expect some consideration which although rarely realized, 
continues to be hoped for. 


J UST ABOUT this time of year, many dentists could easily be persuaded 


Now that it is known that but very few cities can accommodate the large 
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attendance of A.D.A. meetings either comfortably or advantageously, another 
suggestion which has been made frequently should receive discussion and 
thorough study. It is, that the organization divide up for its annual meetings, 
holding such meetings in various parts of the country. This idea may have had 
thorough study and been found impractical, but if so, not much publicity has 
been given to it. It might be tried in alternate years. Every other year then 
the whole organization might meet in one of the cities able to accommodate 
it. It would be to the advantage of the specialty groups to meet in different 
parts of the country instead of being confined to but three sections, as now. 


The American Society of Orthodontists has held its meetings independently, 
yet many of its members are active in the A.D.A. The 1946 annual meeting 
of the American Academy of Periodontology was held independently in 
Birmingham, Alabama, and was an outstanding one both as to attendance and 
program. 


There are equally good arguments offered on both sides of this question, and 
probably no changes will be made until enough people are inconvenienced 
and made uncomfortable to demand a change. 


Serious thought should be given to the problem so that a decision will be 
reached satisfactory to the majority. Many dentists count on attendance at the 
national meetings as their vacation. To spend a vacation, always badly needed 
by dentists, at usually the hottest time of the year in a large city, is not apt 
to be a matter of choice. 


Some one should be able to figure this out. Can you? If you can, send your 
suggestions to the Secretary of the A.D.A. or to the President of your specialty 
organization. It may help them to reach a decision which must be arrived at 
one of these days. 


Humanitarian Periodontia 


another dentist’s work, because he does not know under what circumstances 

the work was carried out. It may have been done under any one or more 
of many handicaps. However, when a complaint comes repeatedly from 
patients, one is inclined to wonder if there may not be some truth in it. Many 
periodontists are accused of being “rough”. Some patients say “a sore mouth 
always follows prophylaxis”, many physicians making this complaint. One 
patient in for consultation, after being given an appointment for the first 
treatment asked, “Will I be able to go to the office the next day?” He was 
judging from what he had heard about “treatments for pyorrhea”. Some have 
complained about “black and blue” spots around their mouths after prophylaxis 
treatments. These are common complaints heard too frequently to excuse 
them as purely accidental. Many patients dread their prophylaxis treatments 
when they should look forward to them. One postpones what one dreads. 


I T IS an accepted rule of dental ethics that one dentist should not criticize 


Consideration for the patient’s comfort and respect for the periodontal 
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tissues go hand in hand. Carefully selected instruments, a delicate sense of 
touch, highly developed operative skill, surgical cleanliness, these are all essen- 
tial in periodontia if one is to avoid after-treatment discomfort. If patients 
complain, it is advisable for one to check up on instruments, technique, and 
treatment procedures. “Black and blue” spots are inexcusable in periodontia. 


The Eighth Postgraduate Seminar 


annual meeting suggests an anti-climax. However, to allow so important 
an event to go unnoted would be indefensible. 

It is generally understood, yet not by all, that this Seminar is not and was 
never intended to be a postgraduate course in periodontia. Its chief purpose is 
to extend the knowledge of pericdontists in scientific fields related to perio- 
dontology. It serves to acquaint teachers and researchers in these related sciences 
with periodontology. Those periodontists who have university or hospital con- 
nections have many opportunities to inform themselves regarding advanced 
research in the medical sciences so-called, but the average periodontist is largely 
limited to reading as a source of such information and to increase his familiarity 
with modern medical and scientific nomenclature. We have formerly been 
inclined to be content with a very limited knowledge of subjects related to 
dentistry, but now that our profession is recognized as a health service, we must 
be able to speak with authority on subjects relating to the maintenance of 
health. Periodontia requires a familiarity with the present-day knowledge of 
nutrition, psychosomatic medicine, modern medical therapeutics, and similar 
subjects. 


T O COMMENT on this event when many are looking forward to the next 


Periodontia does not consist solely of being expert in obliterating periodontal 
pockets, important as that may be in eliminating infection and in controlling 
periodontal disease. It is a rare privilege to attend a three-day period of lectures 
and to listen to authorities describe their research experiences and to hear 
teachers present advanced subjects. 


The arrangements at the Center for Continuation Study at the University 
of Minnesota are especially conducive to concentration as there are no distrac- 
tions. The group was made up largely of former attendants of the Seminar 
more than half of whom had attended from three to eight of these yearly study 
courses. Twelve states were represented by members of the class. The group 
must be limited in number because of restricted housing accommodations at 
the Center as well as in Ann Arbor, the two places where the Seminars have 
been held up to now. It is expected that the 1949 Seminar will be held at the 
University of Michigan. 


The program as it was arranged by Dr. Dorothea F. Radusch is published in 
full on page 114. It offered a wide range of subjects and judging from the 
enthusiasm of those present both the program and the speakers left little to be 
desired. 


The Editor had hoped to have brief papers giving condensed versions of 
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several of the lectures, but since most of the speakers were university teachers 
it was not possible to impose any further on their time. Dr. M. H. Garvin, 
one of the Academy members, generously prepared a part of one of his lectures 
for the JourNaL. A fine report of the Seminar was published in the May 
issue of the Journal of the Canadian Dental Association. 


The Subscription Price of the Journal 


HILE the subscription price of the JOURNAL OF PERIODONTOLOGY was 

y \ properly, and it was thought adequately, announced before a change 

was made on January 1, 1948, advancing it to six dollars, we are even 

yet receiving requests for subscriptions at the old rates. This continues to be 

an annoyance, because it means that in each such instance an explanatory letter 

must be written and the check returned for correction. This must be annoying 
also to the new subscriber. 


The subscription price is plainly stated on the second page of each issue. The 
Subscription Manager and the Editor courteously ask Academy members and 
other readers to quote the mew subscription rate and to avoid using old subscrip- 
tion envelopes unless they are corrected as to date and subscription price. The 
subscription price is now six dollars. 


The advance in price was made necessary because of the great increase in 
printing and paper costs. Instead of adding advertising, the American Academy 
of periodontology has generously met much of. this increased cost. Individual 
contributions of its members and other readers in the form of money and 
service has made it possible to contir-1e the JouRNAL according to standards 
established at the beginning. The Council then decided to make it possible 
for each subscriber to contribute to the advancement and independence of 
dental journalism by increasing the subscription price. We wish to thank our 
readers for their fine spirit of coéperation. 


“General practice is looked upon as a special form of practice founded on 
principles common to the study of medicine—what might be termed basic 
medicine. General medicine should be taught ‘as the basic clinical subject’ and 
not be looked on as what is left after the specialties have been skimmed off.” 


British Medical Journal, May 29, 1948, p. 1033 














Case Report 


ALLERGIC MANIFESTATIONS CAUSED BY THE USE OF A 
DENTIFRICE CONTAINING ORRIS ROOT POWDER 


By Gorvon R. WinTER, p.D.s., Philadel phia, Pa. 


On SEPTEMBER 20th, 1941, M.A.L., white 
woman, age 27 years, came to me for 
treatment. She was 5 feet, 7 inches tall, 
and weighed 130 pounds. The patient’s 
chief complaint was the unsightliness of her 
gums, which were red and inflamed. Ex- 
amination of her mouth readily revealed a 
pronounced redness of the gums and a 
slight enlargement of the papillae. The 
gums were devoid of stippling, and they 
were slightly tender. There was some in- 
termittent burning of the tongue. The 2 
lower first molars had been extracted. On 
the lower left side there was a marked dia- 
stema between the 2 premolars. The 2 lower 
second molars were tilted anteriorly. The 
4 third molars were congenitally absent. 
The upper left second premolar and both 
upper first molars extruded slightly. <A 
complete dental roentgenologic examination 
did not suggest any destruction in the 
periapical or marginal alveolar bone. No 
dental caries, abrasion, erosion, mottling, 
nor hypoplasia was noted. All teeth were 
firm and none was pulpless. An excessive 
amount of thin, watery saliva was observed. 
The tongue was abnormally red. There 
was no cervical adenopathy. 
PERSONAL HISTORY 

The patient, a stenographer, stated that 
she had had this oral condition for a period 
of one year. During this time she also had 
frequent headaches and constipation which 
did not respond to medical treatment. 
However, the patient was primarily con- 
cerned with her appearance because the 
redness of her gums was so apparent when 
she smiled. Measles, mumps and whooping 
cough, before the age of 10 years, were the 
only childhood diseases. A_ tonsillectomy 
at 12 and an appendectomy at 16 years of 
age were the only operations. Her dental 
care was excellent and she had _ received 
periodic dental prophylactic treatments 
since she was 10. The patient stated that 
her appetite was good and that she ate a 
well-balanced diet. She enjoyed her work 
and participated in both winter and sum- 
mer sports. Her menstrual periods were 
regular and without pain. 
4001 Spruce St. 


FAMILY HISTORY 

Her father, a druggist, although under- 
weight, was in good health and did not have 
any abnormal mouth condition. Her mother, 
who was edentulous, had been in poor 
health for approximately 12 years; her chief 
complaint being an asthmatic condition. 
The patient had no brothers or sisters. 

TREATMENT 

At the first visit dental roentgenograms 
and oral photographs were taken. Two 
days later the teeth were thoroughly cleaned 
and polished. Practically no subgingival 
calculus was found. It became strongly 
suggestive that her symptoms were not due 
to any usual cause. At the end of one week 
the patient was requested to return for 
observation. Further examination showed 
that no change had taken place in her oral 
condition. Consultation with her family 
physician revealed that a thorough physical 
examination, urinalysis, and a complete 
blood count offered no clue to the cause of 
her condition. He felt that the patient was 
neurotic. At a fourth visit the history was 
retaken in great detail. At this time, she 
mentioned that, for the past 2 years, she 
had been using a dentifrice compounded by 
her father in his pharmacy. After ques- 
tioning him, I found that a large amount 
of orris root was used in this tooth powder. 
This was discontinued and another tooth 
powder substituted containing: 

Calcium carbonate, precipitated 

Castile soap 

Saccharin 

Oil of birch. 

Oil of peppermint 

At the end of 10 days there was a 
decided improvement in the mouth. At the 
end of one month the soft tissues of the 
mouth, including the tongue had returned 
to normal. At this time oral photographs 
were again taken. The patient also stated 
that her headaches and constipation had 
disappeared; and up to this time they have 
not returned. 


DIAGNOSIS: 
Allergic manifestations caused by the use 
of a dentifrice containing orris root 
powder. 
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i. ¢* Opinion 


(Continued from the April, 1948 issue) 


IS MASSAGE A VALUABLE TREATMENT IN GINGIVITIS 
AND PERIODONTITIS? 


V. STANLEY Hart, B.S., D.D.S. 
Richmond, Virginia 

The fact that the contributors to the 
discussion of the value of gingival massage 
are unable to reach a decision on the subject 
and yet each is successful in obtaining good 
results is proof of the fact that there is a 
lack of appreciation of each other’s tech- 
niques. There is perhaps a touch of dogma 
present or at least a tendency to exaggerate 
the importance or unimportance of gingival 
massage. Knowing the results obtained by 
each of the former discussers and then hear- 
ing and reading on different occasions their 
variant expressions of opinion in regard to 
different techniques is confusing to students 
of periodontology. Although it is true that 
we can learn from arguments and disagree- 
ments, I believé that the science of periodon- 
tology would be greatly benefited if the 
leading periodontists were not quite so op- 
posed to each other in their therapeutic pro- 
cedures. The fallacy is due no doubt to the 
fact that we are attempting to stress the im- 
portance of one type of therapeutic proce- 
dure as applicable to all types or nearly all 
types of periodontal disease. Certainly one 
type of gingival massage is not indicated for 
all periodontal diseases. Some periodontists 
use the conservative method exclusively and 
get good results, while others use radical pro- 
cedures exclusively and also get good results; 
one operator uses gingival massage in prac- 
tically all cases, and another has no place 
for it in his therapeutic procedure, both 
claiming the same end results; yet these 
facts do not prove that there is to be no 
benefit derived from the proper place for 
each procedure in our over-all methods. 

It has been my privilege to be a student 
under and work with four of the contribu- 
tors to the discussion—Drs. Lyons, Beube, 
Leonard, and Ziskin. It is peculiar that they 
are equally divided in their opinions on the 
importance of gingival massage yet each of 
these men obtain successful end results. I 


have worked under Dr. Lyons using no 
massage at all. I’ve worked under Dr. Leon- 
ard using pressure and release massage, and 
under Dr. Beube using massage on one side 
of the mouth and no massage on the other 
side. I have tried the techniques of many 
leading periodontists and I have obtained 
good results with or without massage over 
a period of sixteen years. I do not agree 
with either extremist and I do not believe 
the answer to the question is to be found 
in either extreme. 

There is no scientific evidence to support 
the fact that massage contributes to the rate 
or extent of healing; nor is there any indi- 
cation for massaging acutely inflamed tissue. 
However, when there is instituted a proper 
toothbrush technique suited for the par- 
ticular case the mouth does maintain a 
healthy state providing all other require- 
ments of the case are corrected. Additional 
exercise does help to harden and toughen 
tissue and circulation can be aided. Proper 
toothbrush technique does help to keep the 
mouth clean and it does increase tissue tone. 
Satisfactory results cannot be obtained in 
any mouth by the operator who neglects to 
include in his technique the placing of im- 
portance on all corrective procedures for 
the case assigned. No single type of pro- 
cedure can be used in all cases nor by all 
operators. 

When the reader knows the results ob- 
tained by all of those discussing the question 
of gingival massage and then reads that 
some place gingival massage of first im- 
portance, and others contend that it has -no 
place in periodontal treatment then there is 
no wonder the reader is perplexed. There is 
certainly a need for a more satisfactory 
agreement. 


E. MELVILLE QUINBY, D.M.D. 
Brookline 46, Massachusetts 


I have been interested in the subject of 
Mouth Health, including Massage, for many 
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years. Only today I came across an article 
published twenty years ago, in which I, with 
many others, was quoted on the subject. 

I would like the question answered ac- 
cording to the following pattern: 

1. Describe the term “massage”. 

2. Can massage be used with advantage 
as a mouth health measure? 

3. Can massage be used to advantage in 
cases of gingivitis and periodontitis; differ- 
entiate carefully between favorable and un- 
favorable cases. 

4. Dilate also upon etiology, pathology, 
prognosis, and further treatment such as 
nutrition, occlusion and hygiene of such 
cases. 

To give one definite answer: | will men- 
tion the case of a young woman with most 


Concluding 


The Clinician is prone to develop explana- 
tions fer pathologic or therapeutic proced- 
ures based on what he sees in practice and 
on his reading. If these theories meet all 
his pragmatic tests they become his working 
tools and he becomes very sure of their 
correctness. The observed phenomena may 
be capable of quite a different explanation 
of which he is completely unaware. It is 
the function of science to test, check, and 
double check theories until all possible 
faults, errors, and other explanations are 
eliminated and facts stand forth clearly. It 
is the function of In Our Opinion to bring 
out these theories of clinicians to expo.e 
them to comparisons with those of others 
and show where other explanations are pos- 
sible and if possible to separate the facts 
from falacies. If the truth can not be clear- 
ly demonstrated by this means scientists 
should then take over and make the exact- 
ing tests which will bring out the indisputa- 
ble facts. 


In a discussion such as this the use of 
words is important. It is possible that the 
“cleansing technics” used by opponents of 
massage give a compression effect to the 
gingival margin which is not very different 
from that advocated and considered so im- 
portant by proponents. McCall says, ‘tooth 
cleansing and massage are inseparable in the 
sense that if the tooth surface is thoroughly 


of her teeth, but whose one and only tooth- 
brush was never sanitary, whose ideas of 
tcothbrush technique was elementary. 

Occasionally the gingivae became swollen 
and bled. Treatment by removal of calcu- 
lus, gentle massage by a sterilized holder 
with sterile cotton rolls and an interdental 
stimulator with my favorite dentifrice. Re- 
sult after a few days, a cure. Nutrition and 
ecclusion were satisfactory. 

Dr. Leonard describes what tock place— 
“By compression and release the transudates 
are forced into the lymph vessels and the 
red blood cell masses plugging the capillaries 
are forced into the venules opening the 
capillaries to arterial blood”. 

In other words the stagnant venous blood 
was stirred into action and arterial blood 
took its place. 


Statement 


and completely cleaned the operation neces- 
sarily involves contact of the cleaning im- 
plement, whether brush, wood point or rub- 
ber device, with the marginal gingival 
tissue’. 

Crown surface sanitation if accomplished 
without such contact with the gingival tis- 
sue has not in my experience been sufficient 
to restore the pathologically affected tissues 
quickly to health. Beube cites an experi- 
ment on cases of gingivitis due to deposits, 
in which the exposed tooth surfaces on one 
side were cleaned daily with steel instru- 
ments using care not to compress the gin- 
giva while thé other side was given the usual 
toothbrush cleansing and massage. The 
massaged side was soon free of gingivitis 
while the unmassaged side was not. The 
mouth can be kept free of bacterial deposits 
on exposed tooth surfaces by means of 
flushing the mouth vigorously with hydro- 
gen peroxide cr 2 per cent chlorazene. Yet 
neither of these will quickly reduce chronic 
inflammation in the gingiva as will tooth- 
brush cleansing and massage. 


I am greatly intrigued with the idea pre- 
sented by Lyons that if teeth are brought 
into “good function on an over-all basis” 
circulatory stimulation can best be obtain- 
ed and maintained. This idea was also pre- 
sented at a recent meeting which I attend- 
ed, by Ernest Granger of Mt. Vernon, N. Y. 
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who advocates restoring mouths to function 
by an elaborate system of occlusal restora- 
tion with inlays and crowns based on an 
anatomical articulator. He finds that when 
excellent mechanical equilibrium is estab- 
lished, formerly diseased periodontal tissues 
recover in health and tone even without the 
usual periodontal treatment. The method 
and results are certainly to be admired, but 
seem impractical for general application be- 
cause men like Granger and B. B. McCol- 
lum of Los Angeles, who do this kind of 
work, can treat not more than twenty or 
twenty-five cases each, in one year. Gingi- 
val massage offers a way of obtaining a 
healthy circulation without such expensive 
restoration of ideal articulation. Teeth are 
heing brought into health and so maintain- 
ed for the life time of patients by perio- 
dontists using standard periodontia and 
home care technics, with restoration of far 
less than ideal occlusal function. Ideal 
function is a goal to strive for, but prac- 
tical considerations demand that other less 
expensive means be used when effective. 

A paragraph was omitted in publication 
from my concluding statement in the April 
issue. In discussing Rule’s contention that 
a blood clot left in the treated pocket is 
necessary for healing, I stated that I was 
taught in my student days to conserve the 
blood clot. The omitted paragraph follows: 

“My own experience has convinced me 
that these technics give no added benefit. 
Good treatments with and without efforts 
to remove sulcus epithelium and preserve 
blood clot arrive at the same goal. Reat- 
tachment seems to occur in my hands when 
simple root surface curettage is the only 
surgical treatment and massage is instituted 
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immediately by the polishing procedure in 
the office and the brushing technic at home. 
Such procedure certainly does not preserve 
blood clot. The results are no better when 
I have curetted sulcus epithelium and taken 
pains to conserve the blood clot. Nor do 
they seem to be better in patients from 
other periodontists who include curettage 
of sulcus epithelium and preservation of 
biood clot as a particular routine of their 
practice. The idea that sulcus epithelium 
should be removed and a blood clot left to 
organize as a matrix for new formation of 
periodontal membrane, cementum and alveo- 
lar bone sounds like good surgical theory, 
but its practical benefits have yet to be 
proved.” 

It is unfortunate for readers like V. S. 
Hart that a clear cut conclusion can not be 
made at this time. It would seem that Hart, 
having been presented the arguments by 
teachers on both sides, should have had an 
opportunity in sixteen years to discover 
where the truth lies. He says in one sentence 
that “there is no scientific evidence to sup- 
port the fact that massage contributes to 
the rate or extent of healing”. Two sen- 
tences further on he says “Additional exer- 
cise does help to harden and toughen tissue 
and circulation can be aided. In the mouth 
proper toothbrush technique does help to 
keep the mouth_clean and it does increase 
tissue tone.” When clinical evidence is 
rather preponderant in one direction it 
should be up to scientists to furnish the 
scientific evidence rather than attempt to 
discredit a clinical finding because it has 
not been scientifically explored to a definite 
conclusion. 

—Harold J]. Leonard 


Editor’s Comment 


It is regrettable that a fair minded 
moderator could not be persuaded to evalu- 
ate and close this interesting discussion. This 
would have added immeasurably to its 
value. 


In commenting on the discussion Dr. 
Hart gently states, “There is perhaps a 
touch of dogma present”. We have devel- 
oped beyond dogmatic periodontia and need 
not fear the searchlight of scientific investi- 
gation. While the dental student must 


accept a definite amount of positive state- 
ments, the long-time practitioner is in- 
clined to question such statements. The 
latter’s attitude is based on his education 
and experience. 


Many periodontists believe in the value 
of gingival massage as a therapeutic pro- 
cedure. These clinicians do not agree that 
it is a remedy to be applied in all cases, nor 
do they agree on the method or the time in 
the course of treatment when it should be 
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introduced. Even mechanical principles 
must occasionally be modified to meet re- 
quirements in a partial denture case. Perio- 
dontal treatment procedures must all be 
adapted to the skill and experience of the 
operator and the individual case require- 
ments. One cannot believe that gingival 
massage is an exception to this principle. 





THE JOURNAL OF PERIODONTOLOGY 


In Dr. Leonard’s Concluding Statement 
he claims “The mouth can be kept free of 
bacterial deposits on exposed tooth surfaces 
by means of flushing the mouth vigorously 
[How often?] with hydrogen peroxide 
[ What per cent?] or 2 per cent chlorazene.” 
Would it were as simple as that! 


Thirty-second Annual Meeting 
AMERICAN ACADEMY OF PERIODONTOLOGY 
Chicago, Illinois* 

SEPTEMBER 9, 10, 11, 1948 


TuHurspay, SEPTEMBER 9 
8:00-9:00 A.M.—Registration 


9:00—First Session of the Thirty-second 
Annual Meeting 

Raymond E. Johnson, President Gothic Room 
Reports of Officers and Committees 

Clarke E. Chamberlain 

C. Wesley Marriott 

Edward L. Ball 

. Jules LeGrand 


Secretary 

Treasurer 

Committee on Program 

Committee on Clinics 

Committee on General 
Arrangements 

Committee on Scientific 
Investigation 

Committee on 
Nomenclature 

Committee on Credentials 


Harold G. Ray 
Maynard K. Hine 


Henry M. Goldman 
Hunter S. Allen 


Special Committee Reports: 
Robert G. Kesel, Dorothea Radusch, Celia Rich, 
E. Romle Romine, Rowe Smith, Grace Rogers 
Spalding. 
10:30—Presidential Address—Raymond E. 
Johnson 


11:00—Surgical Gingivectomy—A Movie 
—Balint Orban 


:00 P.M.—Gothic Room 

“A Clinic on the Lesions of Diagnostic 

Importance to the Periodontist” 
(“Differential Diagnosis of Common and Rarer 
Lesions.”’) 

Hamilton B. G. Robinson, Columbus, Ohio 
3:00—“The Pattern of Centric Occlusion” 
J. C. Westbrook, Jr., Birmingham, Alabama 

4:00—‘Proper Home Care” 
(A_ Discussion) 
W. J. Charters, Des Moines, Iowa 


Dorothea F. Radusch, Minneapolis, Minn. 
Dickson G. Bell, San Francisco, Calif. 
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*Hotel Sheraton 


5 :00—“Clinical 
Care” 
Drs. Charters, Radusch, and Bell 


Demonstration of Home 


Fripay, SEPTEMBER 10 


8:00 A.M.—Room 815 
Past-Presidents’ Breakfast 


9:00—Gothic Room 
Report of Past-President’s Meeting— 
C. W. Hoffer 
Committee on Scientific Investigation 
Maynard K. Hine, Chairman 
9:15—“Blood Dyscrasias” 
Carl V. Moore, M.D. 


10:15—‘“Temporomandibular Joint in Re- 
lation to Periodontia” 
J. W. Adams, Discussion by Harry Sicher, M.D. 
11:15—‘Research in Periodontology” 
Henry M. Goldman 
Donald Kerr 
Hermann Becks 


12:30 P.M.—Luncheon—Academy Round 
Table—Boulevard Room 
Justin Towner and Clayton H. Gracey, Co- 
chairmen 
3:00—Committee on Scientific Investiga- 
tion—Gothic Room 


3:00—Systemic Aspects of Periodontal Dis- 
eases: 
Gingivitis in Pregnancy 
A. W. Maier 
Diabetes in Periodontal Disease 
Harold G. Ray and Saul Stahl 
Leukemia in Periodontal Disease 
Frank M. Wentz 
Summary 
Balint Orban 


7:30—Annual Banquet—Grand Ball Room 
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SATURDAY, SEPTEMBER 11 


9:15 A.M.—Gothic Room 
“Diagnosis and Treatment of Periodontal 
Lesions”’—A Symposium 
Samuel Charles Miller, New York, N.Y. 
Sidney Sorrin, New York, N.Y. 
J. Lewis Blass, New York, N.Y. 
11:30—Business Meeting and Election of 
Officers 


12:30 P.M.—Luncheon Meeting of Old and 
New Councils—Room 515 


2:00—Clinics—Rooms 809, 810, 811, 812, 
815, 816 
Jules LeGrand, Chairman 
“Subgingival Curettage” 
Clayton H. Gracey 


A. “Balancing Occlusion in Periodontal 
Cases.” 
B. “Splint for Bruxism” 

Thomas E. Prosser, Jr. 
“Diagnosis and Treatment of Occlusal 
Trauma.” (Patient Demonstration) 

S. W. Brown 
“X-ray and Diagnosis” 

Maurice R. Falstein and M. L. Schulson 
“Prophylaxis and Instrumentation” 

Joseph W. Gordon and R. A. Kadens 
“Gingivectomy and Post-Operative Of- 
fice Care” 

Ernest L. Irish and F. W. Schulz 
“Home Care” 

Walter J. Nock and Shaylor A. Bonebrake 


4:00—Informal Tea for Members and 


Guests—Boulevard Room 





THE AMERICAN ACADEMY OF PERIODONTOLOGY 


Officers and Committees—1948 


RayMOND E. JoHNSON, President 


Epwarop L. BALL, President-elect CiarKE E. CHAMBERLAIN, Secretary C. Wes_tey Marriott, Treasurer 


Grace Rocers SPALDING, Editor 


COMMITTEES 

PROGRAM LocaL ARRANGEMENTS ETHICcs 
Edward L. Ball, Chairman Harold G. Ray, Chairman Rowe Smith, Chairman 
T. E. Braley Edgar D. Coolidge James E. Aiguier 
Dickson G. Bell Robert G. Kesel M. Monte Bettman 
Jules LeGrand : Rounp TasLe 
E. R. Romine Justin D. Towner, Chairman PERSONAL RELATIONS 
Sidney Sorrin Clayton H. Gracey Celia Rich, Chairman 


PosTGRADUATE STUDY COURSE 


Lowell Peterson 


NoMENCLATURE Dorothea F. Radusch, Chairman Robert H. Murphy 


Henry M. Goldman, Chairman 
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UNIVERSITY OF MINNESOTA 
Center for Continuation Study 
Eighth Postgraduate Seminar of 
THE AMERICAN ACADEMY OF PERIODONTOLOGY 


Sponsored by 
UNIVERSITY OF MINNESOTA SCHOOL OF DENTISTRY 


and 


THE W. K. KELLOGG FOUNDATION INSTITUTE 
Final Program as presented. 
April 12-13-14, 1948 


Monpay, ApriL 12 
9:00-9:15—Greeting—Dean William H. 
Crawford, School of Dentistry 
9:15-10:30—‘Importance of Controlled 
Studies in Clinical Research” 
Ruth Boynton, M.S., M.D., Professor of Public 


Health, Director, Students’ Health Service, Uni- 
versity of Minnesota. 


10:30-12:00 —‘“‘The Effect of Smoking 
Cigarettes and of Intravenous Adminis- 
tration of Nicotine on the Electrocardio- 
gram, Basal Metabolic Rate, Cutaneous 
Temperature, Blood Pressure and Pulse 
Rate of Normal Persons.” 

Grace M. Roth, M.D., Mayo Clinic, Rochester. 
:30-4:30—"Protein Metabolism” (Gener- 
al survey of the importance of proteins 
in nutrition, the newer knowledge regard- 
ing amino acids, the improved methods 
for measuring amino acids in foods and 
biological materials, the possible amino 
acid imbalance, etc.) 

LaVell Henderson, PhD., Department of Bio- 
chemistry, University of Wisconsin, Madison 
:00—Social hour and dinner. Town and 

Country Club, St. Paul. 
Colored movie: “Contrasts of India’’. 
Carroll Davidson, Minneapolis. 


— 


~ 


Tuespay, ApriL 13 


9:00-10:30—‘“Diagnosis and Treatment of 
Some Common Diseases of the Skin, With 
Particular Reference to the Mouth.” 
Carl W. Laymon, Assistant Professor of Derma- 
tology, University of Minnesota. 
10:30-12:00—‘Mineral Metabolism”  (Il- 
lustrated by discussion or research on hu- 
man subjects, more particularly as relat- 
ed to calcium metabolism.) 
Jane Leichsenring, PhD., Department of Nutri- 
tion, University of Minnesota. 


1:30-3:00—“Some Fundamental Aspects of 
Iron Metabolism” 
Max O. Schultze, PhD., Department of Bio- 
chemistry, University of Minnesota. 
3:00-4:30—“The 
Virus Diseases” 
C. S. Stulberg, PhD., Department of Bacteriolo- 
gy, University of Minnesota. 


Nature of Viruses and 


7:00—‘A  Roentgenographic Technique 
Which Strives for Anatomical Accuracy” 
(A discussion of the technique, developed 
by Dr. Gordon M. Fitzgerald, Professor 
of Dental Roentgenology, University of 
California, which embodies the correct 
application of the fundamental princi- 
ples of dental roentgenography, chiefly: 
film placement, angulation and increased 
target film distance. A demonstration, 
with a patient, of the steps required to 
produce a complete roentgenographic ex- 
amination which is interpretive. 

F. Raymond Garvey, D.D.S., St. Paul. 


WEDNESDAY, APRIL 14 
9:00-12:00—“Clinical Periodontia” (Perio- 
dontia as related to group practice, spe- 
cialization, and to the care of the average 
citizen. Diagnosis: how to arrive at an 
estimate of fee required; treatment plan- 
ning; occlusion; instruments; surgical 
intervention; splints; postoperative treat- 
ment recall plan.) 
M. H. Garvin, D.D.S., Winnipeg, Canada, Past- 
President, American Academy Periodontology, 
Canadian Dental Association, Manitoba Dental 
Board. Editor, Journal Canadian Dental Asso- 
ciation, 
1:30—‘Present Status of Chemotherapy.” 


Dr. Elizabeth Cranston, Department of Pharm- 
acology, University of Minnesota. 
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BOOK REVIEW 











Radio Manual, By Oral Hygiene Commit- 
tee of Greater New York. Stratford Press, 
Inc., New York, 1947. 320 pp. 


This manual offers a cross-section of 
broadcasts given under the sponsorship of 
the Oral Hygiene Committee of Greater 
New York during the period of January 
1940-July 1946, inclusive. 


The manual is divided into three parts. 
Part I deals with selected radio broadcasts 
on sixteen different dental subjects. The 
subjects covered by one or more broadcasts 
are as follows: The American Dental Asso- 
ciation, Dental Caries, Dental Education, 
Dental Fluorosis, Dental History, Dental 
Radiography, Dentistry for Children, Dis- 
eases of the Mouth, Exodontia, Medicine and 
Dentistry, Mouth Hygiene, Nutrition, Op- 
erative Dentistry, Orthodontia, Periodontia, 
and Prosthetic Dentistry. Fifty radio 
scripts are to be found in the manual. 
Twelve deal with the subject of Dentistry 
for Children and seven the subject of 
Mouth Hygiene. The three broadcasts listed 
under the classification of Periodontia were 
prepared and delivered by Drs. Samuel Mil- 
ler, Allan Arvins and Louis Burman. As 
would be expected with so many individuals 
preparing scripts, some of the statements 
may be questioned as to fact. For instance, 
in most of the broadcasts relating to child 
dental health the importance of prenatal 
diet in relation to the development of sound 
teeth was constantly stressed. In one broad- 
cast it- was mentioned that the foundation 
teeth are formed before birth. In another 
instance, it was stated that where the 
mother has poor teeth the additions of cal- 
cium-phosphorus tablets, vitamin concen- 
trates and other drugs may be necessary to 
build uv the calcium-phosphorus content of 


the body. 
Part II prepared by Dr. Joseph H. Kauff- 


man is very well presented. This portion of 
the manual deals with the use of the radio 
as an educational tool, the variety of broad- 
casts and how the dental representatives 
were obtained, their scripts evaluated and 
prepared for the broadcast. This entire por- 
tion of the manual is most informative. 
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One important chapter deals with the 
method of constructive criticism used for 
purposes of improvement and progress. 

Part III consists of an appendix which in- 
cludes the types of printed material used in 
advance of the radio broadcast projects. 

The Radio Manual is a definite contribu- 
tion to dental health literature. It is a book 
which should be read by health educators, 
public health dentists and those responsible 
for the preparation of radio scripts and 
dental health talks. Dentists, dental hygien- 
ists, health personnel and educators will find 
the Radio Manual a valuable addition to 
their library. It is highly recommended for 
those interested in the promotion of better 


dental health. —Carl L. Sebelius 





POSTGRADUATE COURSES 
IN PERIODONTIA 


This year the postgraduate division of the 
College of Dentistry, University of IlIli- 
nois, has organized a number of new eve- 
ning courses in the field of periodontia, 
which were very well attended. 

The following courses were given during 
the past year: 

1. Periodontia 1. Physiology and Pathology 
of the Periodontal Structures. Doctors 
B. Orban, I. Schour, H. Sicher, J. P. 
Weinmann 

2. Periodontia II. Clinical Treatment. 
Doctor B. Orban. (Periodontia I a pre- 
requisite ) 

These courses were repeated twice; ninety 
men attended. 


A new advanced course, Periodontia III, 
is being offered, starting September 16, for 
six successive Thursday evenings. This 
course will be devoted to the microscopic 
study of the gingiva and periodontal struc- 
tures and will be conducted by Doctors B. 
Orban and H. Ray; it should be of special 
interest to the members of the Academy of 
Periodontology, especially those who are 
preparing for special examinations. 

For further information, write to Dr. 
Isaac Schour, College of Dentistry, Univer- 
sity of Illinois, 808 S. Wood Street, Chicago 
12, Illinois. 
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Fifth Annual Seminar for the Study and Practice 
of Dental Medicine 


Initial plans for the Fifth Annual Semi- 
nar for the study and Practice of Dental 
Medicine to be held at the Desert Inn, Palm 
Springs, California, October 17-21st, were 
announced recently by Dr. Hermann Becks, 
Seminar President. 

In view of the widespread interest in the 
topical application of fluoride which has rap- 
idly reached epidemic proportions through- 
out the nation, this subject will be one of 
many to be critically discussed during the 
forthcoming Seminar, Dr. Becks stated. 

The scientific value of this procedure will 
be reviewed in detail by means of special 
assignments. Likewise, various methods 
which have been recommended for the ad- 
ministration of fluoride for the prevention 
and control of dental caries will be evalu- 
ated. A committee, in collaboration with 
essayists, will draw up a resolution to be 
presented and discussed at the closing ses- 
sion with the object of clarifying for the 
dental profession and the public at large 
the attitude of this year’s Seminar as to the 
experimental and therapeutic value of this 
highly publicized procedure. The time will 
be announced at the opening session of the 
Seminar. 

Nine leading authorities in the fields of 
dental caries, inflammation, paradentosis, 
clinical oral pathology and experimental 
biology will submit papers and lectures 
during the special session this year. 

Dr. Robert G. Kesel will open the scien- 
tific sessions with a critical survey of the 
value of present research in the field of 


caries prevention and will summarize the 
results of the Michigan and Chicago Dental 
Caries Work Shops. Professor of Applied 
Materia Medica and Therapeutics in the 
College of Dentistry, University of Illinois, 
Dr. Kesel will also include the latest devel- 
opments in his own work. 


Other outstanding experts included in 
the panel of guest speakers and essayists are: 
Lt. Commander Carl A. Schlack, D.D.S., 
head of the Dental Branch of the Medical 
Sciences Division, Office of Naval Research, 
Washington, D. C., Warren L. Bostick, 
M. D., Assistant Professor of Pathology at 
the University of California, Dr. Charles 
H. M. Williams, Associate Professor of 
Paradentics at the University of Toronto, 
Dr. Hermann Becks, Professor of Dental 
Medicine at the University of California, 
Lt. Colonel Joseph L. Bernier, D.D.S. M.S., 
of the Army Medical Museum, Washington, 
D. C., Dr. Stafford L. Warren, first Dean of 
the new Medical School of the University 
of California, Dr. George W. Beadle, Pro- 
fessor of Biology and Chairman of the Di- 
vision, California Institute of Technology, 
and Dr. Paul Popenoe, Director of the 
American Institute of Family Relations in 
Los Angeles. 


Detailed information concerning attend- 
ance requisites for the Seminar may be 
secured by writing to Marion G. Lewis, 
Executive Secretary, 1618 Ninth Avenue, 
San Francisco 22, California. 
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